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Thyroid benign lymphoepithelial lesions are rare in adults, reported as having cystic morphology and associated with chronic lymphocytic, Graves or Hashimoto thyroiditis. In addition, they may occur at the periphery of thyroid papillary carcinoma or lymphoma [2, 3, 6, 8, 9, 11, 12] . We report here a unique type of thyroid lymphoepithelial lesion with solid, nodular growth morphology.
A 56-year-old female presented with a right thyroid nodule that has recently increased in size. There were no signs of abnormal thyroid function (TSH was within normal range, 1.78 mU/L). The patient had a history of arterial hypertension (treated by losartan and hydrochlorothiazide), potassium chloride intake and, laparoscopic oophorectomy (unknown date and diagnosis). Right thyroid lobectomy with isthmusectomy was performed. The surgical specimen contained two grossly visible nodules: a 2 cm nodule in the right lobe and a 0.5 cm nodule in the isthmus. On microscopy, the largest nodule was a follicular adenoma. The second nodule had a rounded contour with well delimited borders surrounded in part by a thin layer of connective tissue (Fig. 1) . The nodule consisted of abundant benign lymphoid tissue with several follicles with germinal centres. There was a circular rim of uniform, nondescript epithelial cells, of varied thickness, with no clear glandular or squamous differentiation, no keratinisation or keratinous debris. These cells were focally infiltrated by lymphocytes. No thyroid follicular cells were noted within the nodule. There was no cystic degeneration or cavity formation, including collapsed cysts. In addition, calcifications or Hassall's corpuscles were not observed. The epithelial cells expressed cytokeratin AE1/AE3, cytokeratin 5/6, 4 and very focally cytokeratin 7, and were negative for cytokeratin 20 (Fig. 1) . Thyroid transcription factor (TTF1) showed faint, focal nuclear expression in some of the cells; however, it was less intensely expressed than in the surrounding normal thyroid tissue. Immunohistochemistry for CD20, CD3, CD5, CD10, CD23, bcl2, and Ki67 confirmed the benign nature of the lymphoid tissue. Overall, this 0.5 cm isthmic lesion had the morphology of a solid benign lymphoepithelial nodule.
Here we report an incidentally found thyroid nodule with a solid lymphoepithelial morphology, reminiscent of the minute thyroid lymphoepithelial complexes reported by Carney [1] . Histologically, this nodule was composed of benign lymphoid tissue with well-formed follicles with germinal centres and a circular rim of uniform, nondescript epithelial cells. This dual combination of epithelial-lymphoid elements is similar to the parotid benign lymphoepithelial lesion seen in association with Sjogren syndrome [4] . It is also reminiscent of the wall of a lymphoepithelial cyst; however, in this nodule there was no cystic formation, even in a collapsed or compressed variant [2, 4] . It is reasonable to consider that this small-sized nodule may have developed cystic degeneration over time along with growth in size. An important observation is that the immunoprofile of the epithelial cells forming the lymphoepithelial nodule indicated rather a non-thyroid follicle origin. Although a faint TTF1 expression was noted in some of the cells, this was less intense than the surrounding thyroid follicular cells. Of note, TTF1 expression is noted in branchial cleft cysts as well [7] . Therefore, one may question the origin of this lymphoepithelial nodule. An embryologic remnant of the pharyngeal arch could be a possibility. The resemblance to normal adult tonsillar tissue is striking, except for the absence of definite squamous differentiation with keratin production. A pharyngeal/branchial arch origin was suggested in the literature for several entities or spectrum of lesions, such as: solid cell nests, intrathyroidal thymic and parathyroid mature tissue or immature remnants, and thyroid lymphoepithelial cysts [6, 11, 12] . However, pharyngeal arch remnants are usually located in the anterolateral region of the neck [12] , not midline like our case. The hypothesis that this nodule may represent an intrathyroid thymic tissue is unsubstantiated. No Hassall's corpuscles, calcified or not, were present, although the epithelial component expressed cytokeratin 5/6 [5] . In addition, to our knowledge, the presence of intrathyroid normal thymus has been reported only in the paediatric patients while in adults only with regard to tumours known to develop from thymic tissues [8, 12] . There are reports however, of thyroid-associated-lymphoid tissue showing thymic cortex and medulla and a thymus-specific lymphocyte pattern developing in Wistar rats after an enriched iodine diet [10] .
In the present case, this benign lymphoepithelial nodule was an incidental finding of no clinical relevance at the time of surgery. However, it deserves to be reported since, to the best of our knowledge, the isolated, solid morphology of a thyroid lymphoepithelial lesion has not been described in the literature to date. Recognising this thyroid lesion is important since it can be confused with other types of thyroid micronodules [11, 12] .
